DESCRIPTION
A 77-year-old woman with no history of smoking or dust exposure was admitted to our hospital for a cough lasting more than 2 months. She had taken no medication during the past years. Chest X-ray at the first visit showed bilateral upper lung reticular opacity. Chest CT scan showed bilateral upper and middle lobe ground glass opacity (GGO) with partial mixed consolidations and nodules (figure 1A-C). Sequential chest CT scans after 2 weeks revealed migrating GGO ( figure 1D-F) . Laboratory findings showed normal white cell counts (5700/μL) and C reactive protein levels (0.48 mg/dL). Serum markers of lung fibrosis (sialylated carbohydrate antigen KL-6, 424 U/mL and surfactant protein-D, 131 ng/mL) also presented at normal levels. The patient had negative serological status for HIV and the interferon γ release assay. Autoantibody tests showed no elevations of rheumatoid factor, proteinase-3 and myeloperoxidase, as well as no antineutrophil cytoplasmic antibodies and antiglomerular basement membrane antibody.
Because the patient's radiological findings were compatible with diffuse interstitial lung disease (ILD), bronchoscopy was performed 3 weeks after the first visit. Bronchoalveolar lavage fluids showed no elevation of eosinophils. Positron-emission tomography CT scan suggested high uptake of fluorodeoxyglucose in the bilateral upper lungs in conjunction with interstitial infiltrations (figure 1G-I). Bilateral upper lungs were chosen as the target area for transbronchial lung biopsy and revealed adenocarcinoma ( figure 2A-C) . Three of the 4 (75%) specimens showed malignancies, which suggested interstitial infiltration as carcinomatous lymphangiosis. After diagnosing lung cancer, we used systemic corticosteroids in combination with anticancer drugs. Because bilateral interstitial infiltrations were quickly improved after steroid induction, migratory infiltrations had a feature of possible organising pneumonia caused by cancer.
Although migratory GGO of the upper lung is likely to exist in ILD, 1-3 malignant disease should be considered when GGO spreads rapidly. 
Learning points
▸ Upper lung interstitial pneumonia with migration usually requires a differential diagnosis of some benign interstitial lung disease such as chronic eosinophilic pneumonia, hypersensitive pneumonia, organising pneumonia or drug-induced interstitial pneumonia. [1] [2] [3] In the endemic area, parasitic infections are also considered. ▸ When lung infiltrations with GGO are rapidly worsening, physicians should be aware of the possibility of carcinomatous lymphangiosis in addition to the diseases identified above.
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